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CHOLERA IN EGYPT 


Accotnts of the commencement and early development of 
the epidemic, as well as of the anti-cholera measures taken in Egypt, 
have already been published in the Weekly Epidemiological Record, 
Nos. 40, 41 and 44, dated respectively 1, 8 and 29 October 1947, and 
in the WHO Chronicle, Vol. I, No. 10. 

Now that eight full weeks (23 September-16 November) have 
elapsed since the simultaneous occurrence of the first 4 cholera cases 
at El Kurein in the Delta Province of Sharkiya, it seems desirable 
to follow the trend of the epidemic during that period. 

During the first week, infection spread from its focus in Sharkiya 
to the neighbouring provinces of Dakahliya, Minufiya and Kalyubiya 
in Lower Egypt, and to the Canal Ports of Ismailia and Suez. 

By the end of the second week, all the Delta Provinces except 
Beheira had become involved, as well as the governorates (muhafzas) 
of Cairo, Damietta and the Canal (Port Said to Ismailia) and, despite 
the stringent measures enforced to avoid such extension, the province 
of Giza in Upper Egypt. 

In the third week, all six Delta Provinces were infected ; the 
governorates of Cairo, Damietta and the Canal continued to record 
cases ; but in Upper Egypt the disease remained confined to Giza. 

The fourth week saw the curve of incidence rising steeply to 
attain a 24-hours peak figure of 1,022 cases, with 581 deaths, on its 
seventh day (20 October). All governorates in Lower Egypt, includ- 
ing Alexandria but excepting Suez, were caught up in the flowing 
tide of infection ; Beni Suef and Kena in Upper Egypt now added 
their quota to the week’s total of 4,566 cases, with 2,057 deaths. 
During the fifth week, the epidemic reached its greatest height with 
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5,976 cases and 
deaths, to which numbers 
Dakahliya Province, with 
367 of its 425 villages 
stricken, contributed 
1,703 cases and 1,128 
deaths. Alone among 
the governorates of Lower 
Egypt, Suez was cholera- 
free, but now Asyut in 
Upper Egypt was among 
the provinces to which 
infection had been con- 
veyed. 

The sixth week showed 
the first indications of 
the epidemic’s decline. 
It was true that during 
the week all provinces 
and governorates in 
Lower Egypt were report- 
ing fresh cases and that 
the disease had by this 
time made its way into 
the Faiyum and_ the 
Girga Provinces of Upper 
Egypt, but clearly, in so 
far as the Nile Delta was 
concerned, the epidemic 
had spent its force. 

In the seventh week, 
case numbers decreased 
daily, with the result that, 
although, with Minya 
newly invaded, Upper 
Egypt retained only 
Aswan Province without 
infection, the week’s total 
of 2,218 cases was less 
than half that of the 
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previous seven days and little more than a third of the peak 
figure of a fortnight before. Moreover, of the 4,000 villages con- 
sidered infected when the epidemic was at its height, only 88 now 
remained infected. 

During the eighth week, when no new areas were infected, the 
decline in morbidity and mortality alike was continuous—a decline 
evidenced by the occurrence in the seven days of 750 cases and 
505 deaths. 

During the eight weeks under review, the epidemic produced 
20,877 cases, with 10,265 deaths, thus evidencing a case fatality of 
49.16 per cent. Forty-five years ago, when Egypt experienced its 
last previous cholera epidemic and when all provinces in both Upper 
and Lower Egypt were involved, there were 40,613 cases and 34,595 
deaths—.e., an apparent case fatality of 85 per cent. 

In comparing the 10,265 deaths of the current outbreak, however, 
with the 34,595 of the 1902 epidemic, it has to be remembered that 
the present population in Egypt is almost double that of 1902 
(10,500,000). The death rate for the 1947 epidemic is therefore seven 
times less than that for the 1902 outbreak. 

In connexion with the present epidemic, it has to be observed 
that, in spite of repeated re-introduction from villages, the disease 
has failed to establish itself in any of the towns provided with 
satisfactory water supplies and adequate sewage disposal systems. 
It is also noteworthy that, as soon as 80 per cent. of the population 
had been inoculated with anti-cholera vaccine, over-all incidence 
began to fall, but whether such decrease can be ascribed to the 
results of vaccination or to the spontaneous autumnal decline 
characteristic of each previous cholera outbreak in Egypt it is too 
carly to say. 

The cholera epidemic in Egypt has amply demonstrated the 
essential réle of the WHO in meeting a threat to international 
public health. The first necessity was the mobilization of all the 
forces, the resources of the WHO itself, of the various national 
health authorities and of the commercial drug manufacturers, to 
combat the epidemic in Egypt and to prevent its spread to other 
countries. 

As soon as news of the outbreak was received, the members of the 
Interim Commission were consulted by cable, and their authorization 
obtained for the expenditure of contingency funds to meet any 
emergency that might arise. 
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The Division of Epidemiology immediately announced the 
outbreak by cable to all countries connected with Egypt by land, 
sea and air routes as well as to the WHO epidemiological regional 
station at Singapore and to the Pan American Sanitary Bureau. The 
Service, by establishing close contact with the Egyptian health 
authorities, received daily from them by cable the latest official 
information on the development of the epidemic. This information, 
comprising the number of cases and of deaths and their location, 
was incorporated in the Weekly ,Epidemiological Record, which was 
airmailed to all health administrations, seaport and airport authori- 
ties, airline medical directors, ete. In addition, health authorities 
of certain countries in closer contact with Egypt received twice 
weekly a cabled summary of the available information. <A daily 
cable service was sent, at the special request of its Government, to a 
country close to Egypt and particularly exposed to contamination. 
Thus all national health authorities were provided regularly with 
up-to-date information on the epidemic and enabled to take the 
necessary quarantine measures. On repeated occasions the WHO 
Epidemiological Service was able to dispel false rumours concerning 
the appearance of the disease in this or that country, and thus to 
prevent unnecessary quarantine measures against countries free from 
cholera. The WHO also endeavoured to curb measures taken against 
Egypt which exceeded the International Sanitary Conventions and 
which were in contradiction to clinical and epidemiological knowledge 
and to well-established scientific facts regarding the viability of 
the cholera vibrio. To provide an authoritative opinion, the Expert 
Committee on Quarantine was urgently convened and met in Geneva 
from 13-16 October. The adequacy of the measures provided under 
the existing sanitary conventions was strongly emphasized by the 
experts. Other findings of the Committee have already been summa- 
rized in these columns }. 

For the control of the disease in Egypt and the prevention of its 
spread, the WHO Secretariat collected information from Govern- 
ments, institutes and commercial manufacturers on their potential 
production of cholera vaccine, the time element being paramount. 
As a result of the concentration of orders in the WHO Secretariat 
and the ensuing international competition, it was possible to supply 
promptly the required quantities of vaccine at a greatly reduced cost 


1See WHO Chronicle 1947, 1, 10, 146 
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and to direct these to the country whose need was most urgent. 
Large quantities of essential drugs and medical supplies required by 
the Egyptian health authorities were also procured and despatched 
by specially chartered planes. This centralized purchase resulted 
in a saving for the Egyptian Government estimated at no less 
than $125,000. 

WHO also provided the Egyptian Government with information 
on the current methods used for the control of cholera in China and 
in India. For this purpose, Dr. W. W. YUNG, Director of the Depart- 
ment of Epidemic Prevention, National Health Administration, 
Nanking, and Major P. M. Kau, Deputy-Director General Health 
Services i/e Epidemics and Communicable Diseases, Government of 
India, a new member of the Interim Commission Secretariat, paid 
special visits to Egypt. 
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MEDICAL AND VITAL STATISTICS 


Second Session of the Expert Committee for the Preparation of the Sixth 
Decennial Revision of the International Lists of Diseases and Causes 
of Death. 


The second session of the Expert Committee was held at Geneva 
from 21 to 28 October 4, in continuation of the work started at the 
first session in Ottawa, 10-21 March 19472. This is the preparation 
of the International Lists of Diseases and Causes of Death for the 
final stage of revision, planned to take place in the spring of 1948. 

The “International Classification of Diseases, Injuries and 
Causes of Death ” resulting from the Ottawa Session was presented 
in two volumes : 


I. INTRODUCTION AND LIST OF CATEGORIES (a volume of 54 pages) 
(doc. WHO.IC/MS/1). 


This list gives the categories under which all the causes of mor- 
bidity and mortality are grouped. The first grouping is one of 17 main 


1 The following attended this meeting : 

Julia E. Backer, Se.D., Chief, Demographic Section, Central Statistical Office, 
Oslo, Norway. 

S. T. Box, M.D., Professor of Medicine, University of Leiden, Chief, Section 
for Statistics, Institute for Preventive Medicine, Leiden, Netherlands. 

Dr. F. Denorx, Chief of Service, Institut National d’Hygiéne, Paris, France. 

W. Thurber Fates, Se.D., Director, Statistical Section, City Health Depart- 
ment, Baltimore, Maryland, U.S.A. (Vice-Chairman.) 

M. Kacprzak, M.D., Director, State Institute of Hygiene, President, National 
Health Council, Warsaw, Poland. 

Percy Stocks, M.D., D.P.H., Chief Statistician (Medical), General Register 
Office, London, England (elected Chairman). 

J. Wyre, M.D., D.P.H., Professor of Preventive Medicine, Queen’s Univer- 
sity, Kingston, Ontario, Canada. 

Secretary : Marie CaKrtova, M.D., Dr.P.H., member of the Secretariat of the 
Interim Commission. 

Dario Currer, M.D., Dr.P.H., Medical Chief, Division of Epidemiology and 
Vital Statistics, Caracas, Venezuela, was unable to attend. 

Adviser : H. L. Dunn, M.D., Ph.D., Director, National Office of Vital 
Statistics, United States Public Health Service. 

Observers : Lucien Feraup, Ph.D., International Labour Organization. Forrest 
LinpER, Chief of the Population Section, Statistical Office, United 
Nations. 


2? See WHO Chronicle, 1, 5-6, 85. 
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sections | ; each of these contains a number of Categories, amounting 
to 800 when the injuries are classified according to the “ nature 
of injury ” or to 763 when they are classified according to the external 
cause of injury. Some of the categories designated by three figures are 
subdivided by the addition of a fourth figure. But the main emphasis 
is on the list of three-digit categories which is recommended for 
obligatory use in classifying (coding) morbidity and mortality data. 
The fourth-digit subdivisions are for optional use by countries and 
agencies interested in further detail. 


II. TABULAR LIST OF INCLUSIONS (a volume of 256 pages) (doc. 
WHO.IC/MS/7). 


The content of the categories is implied by the titles and precisely 
defined by a Tabular List of Inclusions which is a list of diagnostic 
terms grouped under a specific heading. A provisional copy of the 
Tabular List of Inclusions (doc. WHO.IC/MS/7) resulted from the 
Ottawa session. 

In the interval between the two sessions a third volume of the 


1 The Sections are : 
I. Infective and Parasitic Diseases (No. 000-138). 
II. Neoplasms (No. 140-239). 
III. Allergic, Endocrine System, Metabolism and Nutrition Diseases (No. 240-289). 
IV. Diseases of the Blood and Blood-forming Organs (No. 290-299). 
V. Mental, Psychoneurotic and Personality Disorders (No. 300-316). 
VI. Diseases of the Nervous System and Sense Organs (No. 330-398). 
VII. Diseases of the Circulatory System (No. 400-468). 
VIII. Diseases of the Respiratory System (No. 470-527). 
IX. Diseases of the Digestive System (No. 530-587). 
X. Diseases of the Genito-Urinary System (No. 590-637). 
XI. Deliveries and Complications of Pregnancy, Childbirth and the Puerperium 
(No. 640-689). 
XII. Diseases of the Skin and Cellular Tissue (No. 600-718). 
XIII. Diseases of the Bones and Organs of Movement (No. 720-748). 
XIV. Congenital Malformations (No. 750-759). 
XV. Certain Diseases of Early Infancy (No. 760-770). 
XVI. Symptoms, Senility and Ill-defined Conditions (No. 780-794). 


XVII. Accidents, Poisoning and Violence (N. 800-N. 899, E. 800-E. 899). As has 
been indicated, a dual system of classification has been adopted for this 
section, the first based on the nature of injury, the second on the external 
cause of the injury. In addition there are available two supplementary 
classifications such as live-births and prophylactic inoculations. 


? For example, Category 071 Relapsing fever, is subdivided into : 071.0 Louse- 
borne, 071.1 Tick-borne, and 071.2 Unspecified. 
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International Classification was prepared, namely the: 


III. ALPHABETICAL INDEX (Tentative Edition) (doc. WHO.IC/MS/ 
Index 1). 


This task was entrusted to the Sub-Committee for the Preparation 
of an Alphabetical Index, which combined, in its membership, the 
knowledge, experience and skill necessary for the fulfilment of this 
work.! An Alphabetical Index, such as is available in tentative form 
(doc. WHO.IC/MS/Index 1), will serve as a handbook for routine 
coding of the morbidity and mortality causes contained in the Tabular 
List as well as of others not indicated in the list. The purpose of the 
index is to supplement rather than to replace the tabular list. Sole 
reliance on the index for coding purposes without reference to the 
Tabular List is to be deprecated, for no proper understanding of the 
principles underlying the classification can ever be reached in that 
way and many errors may arise in consequence. 


* * 


It should be made clear that the International List is not a 
medical nomenclature, but a classification for the coding of diseases 
and causes of death. A medical nomenclature is a manual providing 
authoritative terminology. One of the best known and most widely 
used is the Nomenclature of Diseases of the Royal College of Physicians 
of London, which was first published in 1869, and subsequently 
revised in 1885, 1896, 1906, 1918, 1931 and 1947. This nomenclature 
has afforded a continual basis of authority in the use of medical 
terms for British physicians. In the United States several existing 
nomenclatures, some of which had been used extensively, were 
unified and published for the first time in 1932. This nomenclature 
is periodically revised by the American Medical Association under 
the title Standard Nomenclature of Diseases. A medical nomenclature 
is a great aid in the statistical registration of diseases, but cannot, 
because of its very nature, serve as a statistical classification. 


1 The following attended this meeting : 

S. D. Couns, Ph.D. Head Statistician, United States Public Health Service 
(elected Chairman). 

J.T. MarsHALt, Assistant Statistician, Dominion Bureau of Statistics, Canada. 

Iwao M. Morryama, Ph.D. Biostatistician, National Office of Vital Statistics, 
United States Public Health Service. 

Winifred O’Brien, Supervisor, Nosology Section, Vital Statistics Branch, 
Canada. 

A.H. T. Ross-Smiru, M.D. University of Oxford, Great Britain. 
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In order to enhance the international acceptability of the pro- 
posed List, every Government was afforded the opportunity of 
expressing its views and of suggesting amendments to the Classi- 
fication. 

After the Ottawa session, the list of categories was circulated 
to 72 Governments and to health administrations, statistical offices 
and social insurance agencies so as to enable them to make comments 
and suggestions. Out of a total of 72 governments, 35 have sent their 
observations to the Secretariat. The Expert Committee had, during 
its second session, the laborious task of examining all these observ- 
ations and making the necessary changes in the List. The result of 
this work is an amended List of Categories, ready to be submitted 
to the International Conference for the Sixth Decennial Revision. 

The Tabular List of Inclusions and the Alphabetical Index will 
be revised so as to incorporate the changes necessitated by the 
amendments to the List of Categories. 


| 
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THE INTERNATIONAL CONTROL OF HABIT-FORMING 
DRUGS 


The Hague International Convention of 1912 focused attention 


upon the international control of opium and other narcotic drugs. 
The excessive consumption of narcotics in many countries has long 
been responsible not only for the growth of vice and crime but for 
increased mortality and morbidity. From the first attempt to control 
the abuse of narcotic drugs it was obvious that illegal traffic could be 
suppressed only by the effective limitation of their production and 
manufacture, and by the strict control and supervision of interna- 
tional trade. International measures of. this nature necessitated 
action from the medical, as well as from administrative, legal, and 
other aspects, for many drugs perform essential medicinal and 
analgesic functions, either in their pure form or in combination with 
other substances. 

The Convention signed at Geneva on 19 February 1925 ! esta- 
blishing the machinery for the suppression of the drug traffic invested 
the Council of the League of Nations with the power to recommend 
to Governments that certain dangerous narcotic drugs should be 
placed under international control. The Health Committee of the 
League of Nations was empowered to propose, after consultation 
with the Office International d’Hygiéne Publique, to the Council 
that any drug which might prove habit-forming should be submitted 
to international control. Those substances, however, which “are 
compounded and which in practice preclude the recovery of the said 
drugs ” were exempt. This system ensured that any new habit- 
forming drug could be placed immediately under international 
control, but when the League of Nations ceased to function, a new 
situation arose. The responsibility for the international control of 
narcotic drugs, together with other technical functions, devolved 
upon the United Nations. On 11 December 1946, a protocol ? was 
signed by the Governments represented in the General Assembly, 
which provided for the transfer of the functions and powers of the 
Health Committee of the League of Nations and of the Office Inter- 


1 League of Nations, Second Opium Conference ; Convention, Protocol and Final 
Act signed at Geneva on 19 February 1925, doc. C.88.M.44.1925.XI. See also : 
Convention for limiting the Manufacture and regulating the Distribution of Narcotic 
Drugs, Protocol of Signature and Final Act, doc. C.455.M.193.1931.XI. 

2 United Nations, General Assembly, Journal No. 75, Supplement A 64. Add. I, 
15 January 1947. 
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national d’ Hygiene Publique to the WHO or its Interim Commission. 
The authority previously held by the Council of the League was 
invested in the Economic and Social Council of the United Nations, 
which set up a Commission on Narcotic Drugs.1 This new system 
of international control will come into force when the majority of 
Governments parties to the 1925 Convention have ratified the 1946 
Protocol. Until then, there is no international authority empowered 
to recommend to Governments the control of new substances, or 
conversely the release of old. 

Pending the coming into force of the 1946 Protocol, the Interim 
Commission decided at its second session to appoint an Expert 
Committee on Narcotic Drugs. Its title was subsequently changed 
to the “ Expert Committee on Habit-forming Drugs”, as it was felt 
that certain substances, although not narcotic, should be considered 
by the Committee, as their habit-forming tendency made them 
dangerous. Five experts have been appointed to serve on the Com- 
mittee, 2 which will hold its first meeting as soon as possible. A 
request has already been received from the French Ministry of Public 
Health and Population for the exemption from the 1925 Convention 
of “ Valbine ”, a proprietary product containing 1 mg. of eucodal 
per tablet. The synthetic drug known in Germany as “ amidon ”, 
the therapeutic and addicting effects of which appear to be more 
marked than those of morphine, presents a further problem. It is 
expected that international action on this drug may have to be 
taken. 

As soon as the majority of the States parties to the 1925 Conven- 
tion have become parties to the 1946 Protocol, these problems, 
together with other technical questions, can be considered by the 
WHO Expert Committee, and its report made available to the 
Economic and Social Council of the United Nations. 


1 See details concerning this Commission in WHO Chronicle 1, 3-4, Annex II. 
2 Dr. J. Bouquet, Pharmacien des Hépitaux de Tunis ; 

Dr. H. P. Cuv, Professor of Pharmacology, National Medical College, Shanghai ; 
Dr. N. Eppy, Principal Pharmacologist, U.S. Public Health Service ; 

Dr. J. R. Nicuotis, Deputy Government Chemist, London ; 

Dr. P. O. Wotrr, M.D., Ph.D., Buenos Aires. 
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WHO PUBLICATIONS 


The last number of the Bulletin of the Health Organization : 
Tue TREATMENT OF DruG ADDICTS 


The last number of the Bulletin of the Health Organization of the League 
of Nations (1945/46, 12, 453-686), which has been recently published, is 
entirely devoted to a paper on the treatment of drug addicts by Dr. P. O. 
Wotrr. This is an important critical survey of the modern literature on 
the subject, supplementing and bringing up to date the author’s earlier 
study which had been issued in 1932 as League of Nations document 
C.H. 1075. 

The report of the Permanent Central Opium Board for 1943 contained 
a serious warning that in all probability the post-war period would bring 
a renewed outbreak of the traffic in narcotic drugs, perhaps on an even 
larger scale than after the last great conflict. The authoritative contribution 
of Dr. Wolff will therefore be found of great value, not only because of 
the large amount of data it contains but also because of its topical 
interest. 

Our knowledge of the true mechanism, as well as of the therapy of drug 
addiction, still leaves much to be desired. In regard to one point, however, 
discussion has ceased ; it is now generally agreed among physicians that 
drug addiction is the manifestation of a morbid state and that, consequently, 
the addict must be, with a few exceptions, regarded and treated as a patient. 

But how should an addict be treated ? This is one of the most contro- 
versial questions in medical therapeutics. The numerous methods proposed 
very often conflict one with another, and serve to show only that a truly 
satisfactory method of cure is not yet in sight. The difficulty of making an 
objective choice between the numerous systems of treatment recommended 
is increased by an all too common failure in recognizing a true from a false 
addict. Not every person who takes some habit-forming narcotic drug is 
_ necessarily an addict. HimMELSBACH clearly demonstrated in 1937 that 
only 19.08 per cent of the patients admitted during nine months to the 
Narcotic Hospital in Lexington (now officially named the U.S. Public 
Health Service Hospital) for denarcotization were sufficiently dependent on 
drugs to render their case suitable for study and had formed what is called 
“a strong habit ”. Cases of genuine addiction must, in Dr. Wolff’s opinion, 
be clearly distinguished from the phenomena of acute or chronic drug 
poisoning and from the effects of therapeutic administration. Morphinism 
does not simply mean an increase of therapeutic effects or acute symptoms 
to the extent of amounting to addiction—for instance by cumulative action 
—for, in the case of addiction, fundamental changes take place in the meta- 
bolism as a whole, as extensive pharmacological research has shown. They 
are thus not merely changes in the metabolism of the nervous system, 
although the symptoms of the latter are frequently prominent. This applies 
equally to opium and its preparations and to the habit-forming derivatives 
of morphine, ete. Much confusion has arisen in the past from an insufficient 
understanding of these differences, and Dr. Wolff’s analysis of the various 


& 
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methods of treatment, based on a strictly scientific definition of addiction, 
appears to be a long-needed study, which should considerably help to 
clarify, to the benefit of the general practitioner, some of the more obscure 
points in the treatment of addiction. 

The fundamental aim of the medical treatment of drug addicts is, for 
the author, the appropriate withdrawal and detoxication of the patient, 
followed by adequate psychic treatment. In treating morphine addicts, 
the first essential task of the physician is to insist upon commencing the 
withdrawal cure as soon as possible, early diagnosis and treatment being of 
great importance for the prognosis. The decision to undertake the cure 
should always be taken and carried out as rapidly as possible. This need is 
discussed in detail and all the psychological and purely medical implications 
are explained at some length. Are there any exceptions to this rule ? 
Dr. Wolff answers in the affirmative and explains that in the “ benign ” 
type of morphine addiction, which is found only in a very few cases, with- 
drawal might prove rather detrimental for the patient, inasmuch as it could 
aggravate his condition and destroy his existing equilibrium without pro- 
ducing any improvement. For the immense majority of cases, however, 
early withdrawal remains the only hope of the patient, and the author 
emphasizes the need for the treatment to be applied in special institutions, 
under the supervision of one doctor, able to gain the full confidence of his 
patient. Without asking for the creation of a new professional specialist— 
a “ withdrawal doctor ”, comparable in some degree to the Anglo-Saxon 
“ aneesthetist "—the author insists that the successful treatment of drug 
addiction demands a very wide and special experience, precisely because 
the prognosis per se is so unfavourable and the number of really cured 
addicts so relatively small. For reasons which cannot be given at length 
here, Dr. Wolff is in favour not only of compulsory treatment in all cases 
where treatment is indicated, but also of regulations providing for the 
detention of every drug addict, even in certain phases of it against his will, 
who has started a cure. By these means a considerable improvement in 
prognosis could be expected. Some countries already have regulations along 
these lines, and a detailed picture of the general situation based on 
valuable information regarding most of the countries is given by the 
author. 

Most of the space in the article is devoted to details of the actual cure. 
Before discussing these numerous points, some of the basic principles of 
withdrawal treatment are enunciated. Of these, perhaps the most impor- 
tant appear to be the necessity for leaving the patient always in doubt as 
to the actual stage of withdrawal reached, the necessity for a thorough 
clinical examination before beginning the withdrawal, and the answer to 
the question: is the cause of the addiction physical or mental? Much 
consideration is given to the psychological treatment and to the after- 
treatment period of rehabilitation, when the fight against the craving is 
usually carried more on psychological than on purely physical grounds. 
* There are scores of methods which will free the addict from the drug, but 
by what method can we free him from himself?” Apams has asked. 
Dr. Wolff makes an earnest attempt to answer this question, and extracts, 


for the benefit of his readers, the most valuable conclusions from the general 
literature on the subject. 

The merits and the disadvantages of the various systems of withdrawal 
are analysed in a special chapter. The slow, gradual withdrawal is not 
recommended, as it only prolongs the period of suffering and often encou- 
rages a fear complex with regard to the last injection. The results reported 
by ALpERS, Dupovy and other advocates of this method are discussed and 
criticized at some length. 

The rapid withdrawal method, in which the last dose of the drug is given 
about two weeks after commencement of withdrawal, is regarded as the 
most satisfactory procedure. The sudden, abrupt withdrawal method, 
which has warm advocates in various countries (United Kingdom, United 
States, Canada, Denmark, Netherlands) entails the advantages of sparing 
both the patient and the nursing staff the experience of the demoralizing 
influence of the long cure and of suppressing the risk of the withdrawal 
being prematurely interrupted ; but, being a rather brutal method, cannot 
be applied indiscriminately to all kind of patients. 

It is impossible and beyond the scope of this brief summary to mention 
all the numerous aspects of the treatment of drug addiction discussed by 
the author and substantiated with ample evidence from the literature. 
Dr. Wolff has attempted to give not only his own views, but those of other 
authors as well. 477 papers are listed in the bibliography and the most- 
significant of these are discussed. Of the problems which have attracted 
the special attention of the author, the following should be mentioned : 
treatment during pregnancy, congenital addiction, the reductive dosage 
ambulatory treatment, the adjuvant and palliative measures during with- 
drawal, the prospects of cure, the duration of cure, cocaine addiction, 
mixed forms of addiction, the problem of opium smokers and eaters, and 
the use of marihuana. More than 70 pages are devoted to the treatment 
with medicaments and to the various methods proposed, of which the 
much-discussed Modinos method, consisting in autoserotherapy with blister 
serum, is of particular interest. 

If the existence of the various methods of treatment makes the prospect 
for the addict, considered as an individual, considerably brighter than they 
were a century ago, the author is careful not to be too hopeful, at the present 
stage of our knowledge, as to the possibility of solving the problem of drug 
addiction as a whole. 

KRAEPELIN regarded little more than 6-8 per cent of the morphine 
addicts who had passed through his hands as permanently cured. The new 
treatments have improved the prognosis of drug addiction, but the final 
results are still far from being satisfactory. ScHwARTz, from Berlin, reported 
that of 119 addicts treated during 1917-1925, 42 per cent had remained 
free from addiction in 1927, but by 1927 20 per cent of the total treated 
had died (average age at death 33 years). By 1930, 25 per cent had died 
(average age at death 37 years) and more than a third of them had com- 
mitted suicide. Haase has calculated that of 73 addicts treated in six 
years, one-third were free from alkaloids for over one year. DANSAUER 
& Rretu reported that, of 647 war-invalid addicts treated in Germany, 
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81.6 per cent showed negative results after one year of observation, 93.9 per 
cent after at least three years and 96.7 after 5 years. Among 4,766 addicts 
discharged from the U.S. Narcotic Hospital in Lexington, and seen from 
six months to some years (up to six) after release, the average results were : 
25.3 per cent found to be still abstinent... and 74.7 per cent to have - 
relapsed (dead and unknown excluded). 

These figures will amply suffice to demonstrate the seriousness of the 
drug-addiction problem, which has not always received proper attention 
from the general practitioner and from the national health departments. 

In few cases will the truism “ better prevent than cure” find a more 
self-evident application than in the problem of drug addiction. It must 
always be remembered that no person is immune, that opiates are valuable 
therapeutical weapons and that addiction is not necessarily a vice or even 
a physical intoxication, but often a substitute for normal psychological 
conditions of existence. The problems involved are numerous, the treatment 
of drug addicts is still at an empirical stage, and there is still much to be 
accomplished in this field. Dr. Wolff’s study, in bringing to the attention 
of the medical profession a problem of indisputable importance and in 
presenting a synthesis of our present knowledge, will serve a good purpose. 
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RATIFICATIONS 


Siam, Iraq, and Finland have ratified the Constitution of the 
WHO, thus bringing the number of States Members of the United 
Nations which have accepted the Constitution to 17 and that of 
non-Members which have accepted it to 8.1 The WHO Constitution 
will become legally valid when 26 Member States of the United 
Nations have unconditionally accepted or ratified it. 


WHO REPRESENTATION 


During the period between 20 October and 20 November, the 
Interim Commission was represented by observers who attended or 
took part in the meetings of the following organizations : 

Meeting of the Ad Hoc Committee on Proposed Economic 

Commission for Latin America, Lake Success, October. 
Preparatory Asian Regional Conference held by the International 
Labour Organization, New Delhi, 27 October. 

Second Session of the General Conference of UNESCO, Mexico 
City, 6 November-3 December. 

Second Session of the Trusteeship Council, Lake Success, 
20 November. 


FORTHCOMING MEETINGS 


The Interim Commission will hold its fifth session at the Palais 
des Nations, Geneva, from 22 January to 7 February 1948. 

The Sub-Committee on the Field Services Budget will meet 
in Geneva on 16 January 1948. 

The Committee on Administration and Finance will meet in 
Geneva on 19 January 1948. 


Technical Meetings. 
' ‘The Expert Committee on Tuberculosis will meet at Geneva, 
Palais des Nations, some time in February 1948. The precise date 
will be announced later. 

The Expert Committee on Malaria will meet at Washington, 
D.C., some time in May 1948. The precise place and date of the 
meeting will be announced later. 


1The Governments of Greece, Yugoslavia and India have also ratified the Con- 
stitution, although they have not as yet deposited their instruments of ratification. 
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